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CASE LETTERSFig 1. Psoriatic conjunctivitis at baseline.
Fig 2. Psoriatic conjunctivitis resolved after treatment with
ophthalmic cyclosporine.Ophthalmic cyclosporine for the treatment of
psoriatic conjunctivitis
To the Editor: A 54-year-old woman with a history of
moderate to severe psoriasis and psoriatic arthritis
presented with red scaly plaques on her knees,
elbows, and trunk affecting 8% of her total body
surface area. She reported contemporaneous onset
of her psoriasis and conjunctivitis. Bilateral conjunc-
tival injection was noted with no exudates, photo-
phobia, miosis, or eyelid edema (Fig 1). Physical
exam was otherwise normal. Past medical history
included hypertension, diabetes, and depression.
Medications included metformin, enalapril, and
amlodipine. The patient had failed treatment with
etanercept and adalimumab in the past. She was
started on a regimen of 5- to 10-mg/kg infliximab
intravenous (IV) infusion every 4 to 6 weeks. After 5
rounds of treatment, her conjunctival erythema had
cleared completely and her psoriasis had improved.
The infliximab was discontinued prematurely due to
a lapse in her insurance coverage. After 2 months
without systemic treatment, the conjunctival injec-
tion recurred bilaterally, at which time she was
started on cyclosporine ophthalmic emulsion
0.05%, 1 drop in each eye twice daily, and metho-
trexate 20 mg/week. On follow-up at 11 days, the
conjunctivitis had completely resolved (Fig 2).
Ocular involvement occurs in approximately 10%
of psoriasis patients and commonly includes
conjunctivitis, keratoconjunctivitis sicca, and uve-
itis.1,2 An ophthalmology referral at initial presenta-
tion is suggested to assess the degree of ocular
involvement and for ongoing monitoring. The prev-
alence of conjunctivitis in psoriasis patients has been
reported to be as high as 64.5%.1 Karabulut et al3
found that the conjunctival epithelial cells of psori-
asis patients lacking clinical ocular disease demon-
strated increased rates of squamous metaplasia
compared with controls, with no correlation be-
tween the presence of squamous metaplasia and
duration of skin disease. They also found increased
rates of neutrophil clumping in the conjunctival
tissue of these patients, reminiscent of the epidermal
microabscesses pathognomonic of psoriasis. Their
findings suggest a common underlying disease pro-
cess, as in our patient, whose conjunctivitis re-
sponded independently to both IV infliximab and
ophthalmic cyclosporine. Her rapid response to
treatment after relapse is most likely attributable to
treatment with cyclosporine, which has a faster onsetJ AM ACAD DERMATOL Open access under CC BY-NC-ND license.of action than methotrexate. Her comorbid psoriatic
arthritis further supports the notion that the conjunc-
tivitis was a manifestation of her underlying disease,
in that ocular inflammation is a common feature of
overlap among the seronegative arthritides.4
Ophthalmic cyclosporine has demonstrated an
excellent safety profile with minimal intraocular
penetration and absorption in the bloodstream and
has been successful for the treatment of several
inflammatory ocular surface disorders including
allergic conjunctivitis, vernal keratoconjunctivitis,
posterior blepharitis, and ocular rosacea.5 Our case
suggests that ophthalmic cyclosporine may also be a
treatment option for ocular psoriasis.
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http://dx.doi.org/10.1016/j.jaad.2013.12.034Fig 1. Ecthyma gangrenosum in neonatal chronic granu-
lomatous disease. Multiple deep ulcerations of the left
buttock, right perianal area, and perineum following 2
days of antibiotic therapy and wound care.
Fig 2. Ecthyma gangrenosum in neonatal chronic granu-
lomatous disease. Dramatic healing of ulcerations
following 9 days of antibiotic therapy and wound care.Chronic granulomatous disease presenting
with ecthyma gangrenosum in a neonate
To the Editor: While the primary immunodeficiency
chronic granulomatous disease (CGD) frequently
presents with cutaneous manifestations, associated
ecthyma gangrenosum (EG) has rarely been re-
ported. EG is an ulcerative infection, typically caused
by Pseudomonas aeruginosa in immunocompro-
mised patients. We report a 23-day-old male with
EG due to Klebsiella oxytoca, who was subsequently
diagnosed with CGD. This case emphasizes the
importance of initiating broad antibiotic coverage
and immunologic work-up in infants with EG.
A 23-day-old term male presented to our institu-
tion febrile with temperature up to 39.28C and a 1-
week history of erythema of the perineum that
progressed to pustules and ulcerations. Family and
social histories were noncontributory. Upon admis-
sion, vancomycin and acyclovir were initiated by the
pediatrics team.
Because the ulcerations were not improving, a
dermatology consult was initiated. Upon examina-
tion, irregularly shaped ulcerations were noted in the
perineum and buttocks (Fig 1). Given concern for
EG, ceftazidime was added. Wound care included
gentamicin ointment andwhite petrolatum.Work-up
was significant for leukocytosis and elevated band
count. Blood cultures, herpes simplex virus poly-
merase chain reaction, and lesional viral cultures
were negative. Bacterial wound cultures grew
Klebsiella oxytoca and Enterococcus faecium, con-
firming a diagnosis of EG. Klebsiella oxytoca was
thought to be the primary pathogen, but antibiotics
also covered Enterococcus faecium. The patient’s
ulcerations dramatically improved within 1 week of
antimicrobial therapy (Fig 2).
Diagnosis of EG prompted an immunologic
investigation that was remarkable for dihydrorhod-
amine 123 (DHR); flow cytometric analysis showed
no granulocyte oxidase activity. Work-up of the
patient’s mother showed oxidative abnormalities in
70% of granulocytes, confirming X-linked CGD in
our patient. After diagnosis, the patient was started
on prophylactic itraconazole, trimethoprim/sulfa-
methoxazole, and interferon-gamma.CGD is a rare primary immunodeficiency caused
by defective formation of the phagocyte respiratory
burst. It results in recurrent bacterial and fungal
infections, which can lead to granuloma forma-
tion.1-3 Cutaneous infections affect 60% to 70% of
patients with CGD.2 Inheritance of CGD is usually
X-linked, but can be autosomal recessive. DHR has
replaced nitroblue tetrazolium as the confirmatory
test given its ability to differentiate subtypes.
In our patient, EG was the presenting manifestation
of CGD. EG has been reported only once
previously with CGD; however, that pathogen
was Chromobacterium violaceum.1 EG is a rare infec-
tion, characteristically seen in immunocompromised
